Abstract
Introduction
The human resources for health shortage remains a key challenge to the aspiration of achieving quality universal health coverage in Malawi. In response to this, there have been increasing investments in community health worker (CHW) programmes, with the aim of bringing health services closer to communities and making services more accessible in resource-constrained settings.
1,2 A CHW is a health worker who carries out promotional, preventive, or curative health services, and who is the first point of contact at the community level. A CHW can be based in the community or in a basic primary health care facility. In addition to specific aspects of their job descriptions, CHW selection criteria, remuneration and incentives, training, supervision, and support structures vary by country and depend in part on the extent to which CHWs are integrated into a health system, 3, 4 as well as on the degree to which task shifting has been implemented. 5 There has been growing global interest in assessing how motivation shapes performance of CHWs. [6] [7] [8] Motivation can be defined as "an individual's degree of willingness to exert and maintain effort towards organisational goals. 9 " Motivation is linked to notions of self-fulfilment, achievement, and recognition. 9 Motivation develops in each individual as a result of the interaction between individual, organisational, and cultural determinants. Effective human resource management (including supervision, training, performance appraisal, and career development) can increase motivation. 10 In Malawi, CHWs are known as health surveillance assistants (HSAs); their history can be traced back to the 1950s when they were initially known as "public vaccinators" and later "smallpox vaccinators". 11 The Ministry of Health (MOH) defines an HSA as a primary healthcare worker serving as a link between a health facility and the community. 12, 13 There are currently around 9173 HSAs in Malawi (MOH Chief Environmental Health Officer. Personal communication. 2015). The HSAs are a centrally recruited government-paid cadre, and their engagement takes place within the context of human resources shortages. 14, 15 Currently, HSAs' tasks include community health, family health, environmental health, prevention and control of communicable diseases, and community case management, including HIV, malaria, diarrhoeal diseases, pneumonia, and undernutrition. 12, 13, 16 An HSA is expected to serve a population of approximately 1000 people. However, the actual size of their catchment populations is often more than this. Earlier studies within Malawi identified several constraints to HSA work. 8, 11, 12, [17] [18] [19] [20] Besides a heavy workload resulting from multiple tasks and large catchment areas, HSAs also face challenges related to poor remuneration, inadequate supplies and materials, and lack of a clear career path. 8, 17 Hermann et al. found that in Malawi, Uganda, and Ethiopia, CHWs cannot be retained in the long term if they do not receive adequate remuneration, and that insufficient attention to supervision and continuous training leads to decreasing quality of programmes over time. 21 Despite the available evidence, the voices and experiences of HSAs, in terms of barriers to and facilitators of motivation, have not yet been analysed in relation to current conceptual frameworks regarding motivation and performance. 6, 9 This paper addresses this gap through analysing perspectives of HSAs and other key stakeholders according to existing frameworks on motivation, with the aim of developing recommendations for strategies to increase the motivation and, ultimately, the performance of HSAs.
Methods
This study was part of broader explorative qualitative research that assessed the factors influencing the performance of HSAs in the districts of Mchinji and Salima. We used qualitative methods, including focus group discussions (FGDs) and semi-structured in-depth interviews (IDIs), with purposively selected participants, in order to obtain in-depth contextual insights into the factors influencing motivation among HSAs. Mchinji and Salima were selected in consultation with the study Country Advisory Group and represent both rural (including "hard-to-reach" populations-defined as populations living further than eight kilometres from a health facility) and semi-urban areas. Selection of the districts was also based on both districts being in the central region and having non-governmental organisations (NGOs) working with HSAs in maternal and child health. Study respondents were purposefully selected to represent HSAs, the community (women with under-five children, volunteers, traditional birth attendants [TBAs] , and traditional leaders), and other health staff (district managers, lead health centre personnel, and representatives of NGOs). HSAs and their seniors (senior HSAs, SHSAs) were interviewed, and we ensured diversity with respect to age, sex, job experience, and area of service (hard-to-reach and not hard-to-reach). A total of 60 FGDs and IDIs were conducted (Table 1) , and these included 65 males and 112 females. The FGDs and IDIs included probing questions on a variety of factors influencing motivation and performance of HSAs. Daily debriefing sessions with all data collectors were held to discuss key findings, refine lines of inquiry, and summarise extensive field notes and observations. All interviews and FGDs were digitally recorded, transcribed, and translated into English. Data were collected from July to September 2013 by a team of six research assistants with experience of undertaking qualitative research on health, with supervision from KRC and LN. Transcripts were read by four researchers who worked in pairs to identify potential themes and develop a coding framework.
Coded transcripts were then entered into an electronic qualitative data management and analysis software programme (NVivo 10; QSR International, Doncaster, Australia). During the analytical process we adapted and refined two analytical frameworks on motivation by Alam et al. 6 and Franco et al. 9 to make them more suitable to the Malawian context. Study findings were validated with the two district health offices in a workshop. Ethical approval for the study was obtained from the Malawi National Health Sciences Research Committee (NHSRC) and the Royal Tropical Institute (KIT), the Netherlands. Depending on their literacy levels, study participants provided either oral or written informed consent prior to data collection. Table 2 presents an overview of the five themes that emerged as key factors shaping HSA motivation. These themes are connected to the four levels in which motivational factors could be categorised: individual, family, community, and organisational. 6 Cells are shaded to illustrate which theme links to which level(s); whether a sub-theme had a positive or negative effect on HSA motivation is indicated by a"+" or "−".
Results

Theme 1: Financial incentives Salary
Most HSAs were dissatisfied with their remuneration, as salaries were seen as insufficient to cover the rising costs of living. Some HSAs, however, expressed gratitude for recent salary increases. Delayed payment of salaries and lack of hardship allowances, particularly for those in hard-to-reach areas, intensified levels of dissatisfaction. Decisions on salary are made at the organisational level, but the impact Whether a sub-theme had a positive or a negative effect on health surveillance assistant motivation is indicated by a "+" or a "−". HSAs attend a diverse range of training programmes and workshops, for example, when new guidelines are introduced or mass campaigns, such as the child health days, are held. Training as an incentive was linked to the individual level: it was a vehicle for career progression, distribution of materials, mentoring, capacity building, and income from allowances. However, training-related allowances also led to demotivation at the organisational level, because some HSAs left out of training workshops insisted that only those who went for training should be the ones to provide the services. Most district managers and HSAs said that a lack of harmonised allowances from organisations and government is a recipe for HSAs to "jump ship", since it was only those organisations that provided more allowances that HSAs would prefer to work with. Participants referred to "jumping ship" when they moved from one organisation to another, mainly in order to access higher allowances: 
Career pathway
There are some systems in place for career development within the MOH. However, not all HSAs were aware of such opportunities. Some HSAs reported that they saw their colleagues going for upgrading and becoming environmental health officers or moving onto more senior positions. Others thought a career path existed because they had seen other cadres, like clinicians, having a clear career path in place, and they believed that by being dedicated and working over a 
Theme 2: Accommodation
HSAs perceived that their accommodation needs were not prioritised. Other health staff reported similar concerns. This situation was aggravated by the lack of an accommodation policy for HSAs. According to the MOH, HSAs are expected to reside in their catchment areas. While the MOH had constructed houses for clinicians, nurses, and medical assistants in rural and hard-to-reach areas, the same was not true for HSAs. Many HSAs were reluctant to be based in rural areas without proper accommodation, opting instead to reside within the closest towns to accommodate personal and family needs. The lack of electricity, running water, and poor housing facilities were the key factors that drove HSAs out of the communities they are supposed to reside in. In certain instances, communities built houses for their HSA(s), particularly in areas that had village clinics, which were highly valued by the community. 
Recognition from the health system
All HSAs strongly felt that they were not valued enough by those at a "higher level", as compared to their fellow community extension workers in agriculture and education. HSAs regarded themselves as the "eyes" of the MOH, acting as a bridge between the health system and the communities. 
Theme 4: Supplies and logistics Transport
Unavailability of transport was a major barrier to referral, leading to both community dissatisfaction and demotivation of HSAs. Women and men within communities complained about transport charges following referral, which in many cases led to households having to sell food to finance transport costs, which affected their food security. HSAs felt disempowered and unable to address this problem, leaving them feeling demotivated. Transport challenges also affected the ability of HSAs to make follow-up visits to their clients. 
Uniforms
Most HSAs described the shortage of uniforms as a demotivating factor, pointing out that most of the uniforms they had were either torn, old, or no longer fitting. Footwear and raincoats were no longer provided. HSAs regarded the uniform as important to their identity; uniforms allowed them to be recognised and respected at the community and organisational levels. 
Discussion
This is the first study to use qualitative research methods to capture the diverse perspectives of HSAs and other representatives from the health system on HSA motivation in Malawi and analyse them through the application of existing and established frameworks on motivation. With the exception of research conducted in Tanzania, 7 this is the first time these frameworks have been applied to analyse motivation of CHWs in Africa. Our analysis identified five key themes shaping HSA motivation: salary, accommodation, human resource management, supplies and logistics, and community links. Each of these played out at more than one of the overlapping levels identified in the motivational frameworks-individual, family, community, and organisational-with either positive or negative effects ( Table 2 ). The factors shaping motivation of HSAs are complex and multilayered; experiences at one level will impact other levels. Many of the components shaping HSA motivation link to extrinsic factors emanating from the organisational level. Four of the five key themes are linked to the organisational level, with many of these proving sources of dissatisfaction and acting as demotivating factors. Within the Malawian context, dissatisfaction with salary and allowances is further complicated by the MOH and NGOs simultaneously providing different rates of HSA allowances, leading to opportunities for HSAs to "jump ship". With HSAs feeling disgruntled about salaries and allowances, they are likely to prioritise the work of those who offer the highest financial benefits, leading to unintended consequences for the health system in Malawi. The allowance culture is particularly pervasive because allowances for travel and training are seen as supplementary income for health workers in Malawi. 22 HSAs are also motivated by training and opportunities to develop their careers further; although, many feel that within the HSA cadre, there are no incentives to do this, as SHSAs receive the same financial package as more junior HSAs. There is need to develop new models of supportive supervision and put in place a system for rewarding HSAs. The MOH is currently making strides to address the situation and has recently developed a grade structure (grade L) for SHSAs, with a salary structure commensurate with education levels and experience (MOH Deputy Director and Country Advisory Group member. Personal communication. 2015). There is a clear need to review and harmonise the financial rewards for HSAs across the board and introduce a fair and transparent system. Investing in policies and practices that support and recognise HSAs at the organisational level can positively influence motivation. The main source of motivation for many HSAs came from the community level. Community embedment can affect motivation through enhanced appreciation by the population. 3 This motivating factor needs to be maintained, and therefore it is important that HSAs are supplied with the necessary supplies and equipment to avoid community mistrust. Different HSAs have different levels of embedment, which could depend on whether they originate from the communities they serve and whether they live within these communities. 23 The location of an HSA's residence is influenced by accommodation options and expectations, and worryingly it appears that HSAs are often not willing to live in the poor rural and hard-to-reach communities. Investing in improving accommodations for HSAs and hardship allowances could reverse this trend and ensure that HSAs reside within the communities in which they work, including hard-to-reach areas. Another option to ensure that HSAs' reside in their communities is to adjust the recruitment and selection system by recruiting new HSAs from the communities that they are supposed to serve, combined with a bonding scheme to keep them there for a specified duration. The family did not clearly emerge as source of motivation in either the literature or our findings. However, family members did emerge as a source of support in terms of encouraging HSAs to continue working under their prevailing circumstances, which the HSAs themselves mostly described as demotivating. The dissatisfaction with financial incentives and the tendency to "jump ship" also relate to family commitments and responsibilities. Poverty is a reality in most rural Malawian communities and HSAs have multiple obligations placed upon them by their immediate and extended families, and hence developing a fair and transparent package tied to the cost of living will be beneficial on multiple levels. Individual HSAs differ greatly in terms of their goals, motives, and values. Health workers with a strong self-concept in work-related areas, and a strong sense of self-efficacy, are more likely to accept difficult organisational objectives and to persist at a task longer in the face of obstacles than persons with poor self-concept and low self-efficacy. 24 This was evident in our study findings, where despite the prevailing constraints in the health system, some HSAs could be seen to be more motivated and regarded the role they played in community health as worthwhile. Health worker motivation exists when there is alignment between individual and organisational goals, and when workers perceive that they can carry out their tasks. 9 Given the fluidity and interaction of factors shaping motivation, it is important to discuss which investments will have the most positive impact. Policy makers must consider organisation-level measures as a source of motivation of HSAs and realise, as demonstrated in Table 2 , that support provided by the health system can reinforce motivation at individual, family, and community levels. Key priorities include reviewing a transparent process for pay, supportive supervision, accommodation, and training opportunities, coupled with clear pathways for career progression. Our findings are in agreement with those of Kok and Muula. 8 This reaffirms that the factors that influence HSA motivation are similar across different districts in Malawi. In addition, it seems that many of the constraints that were present in 2009 were still not addressed at the time of the FGDs and IDIs in 2013, and that further action is required to build stronger community health services. There are several limitations to this study. The initial purpose was broad and not solely focused on motivation; thus, opportunities for follow-up probing and questions that could have further unpacked different elements of motivation may have been missed. The possibility of social desirability bias was minimised through using an experienced Malawian research team whose members were not associated with the HSA programme. The findings were generated in the Mchinji and Salima contexts but are likely to have a broader resonance across other rural Malawian districts.
Conclusions
CHWs' voices are not often heard in discussions of policy and practice within Malawi and beyond. We have used qualitative research methods to capture and holistically analyse the multiple factors that interplay to shape the motivation of this cadre who work at a critical interface between health systems and poor and marginalised communities. In a context of acute human resource shortages in Malawi, there is need for policy makers to understand and address these realities through an enabling policy environment, to enhance HSA motivation and thereby improve community-based health systems in Malawi. This study was conducted to inform the development of quality improvement interventions in both districts. These interventions are ongoing and include the introduction of peer and group supervision and performance appraisal, aiming to improve motivation among HSAs.
